ABSTRACT
SAŽETAK

Depresija je bolest od velikog društvenog i medicinskog značaja. Kvalitet života može biti u korelaciji sa težinom manifestovane depresije. Cilj našeg istraživanja bio je da se utvrdi da li osobe sa unipolarnom depresijom imaju lošiji kvalitet života u poređenju sa zdravim pojedinacima, u kojim oblastima, kao i kako određene socio-demografske karakteristike i različite terapije utiču na kvalitet života.
Istraživanje 
INTRODUCTION
Depression can occur as a symptom or syndrome in different psychiatric diseases or as an independent entity. The concept of depression involves a large number of clinical phenomena, such as feelings of sadness, hopelessness and helplessness, sleep disturbance, loss of appetite, decreased libido, and suicidal thoughts, that, depending on intensity and quality, determine whether a depressive disorder is present at the neurotic or psychotic level [1] .
The World Health Organization defines quality of life as an individual's perception of their station in life in terms of the culture and value system in which they live, which is related to their goals, expectations, standards and concerns. This concept consists of physical health, psychological health, level of the independence, social relationships, beliefs and relationships with the environment [2] .
According to the forecasts of experts, depression will be the most common cause of morbidity by 2030, indicating a growing need to invest effort in the prosperity and conservation of mental health [3] .
The strategy for the development of mental health lists prevention and early diagnosis of mental disorders as one of the main goals [4] .
The first requirement of an adequate therapeutic approach for a depressed patient is accurate diagnosis. All therapeutic strategies have the same goals: to reduce or eliminate symptoms, to increase the extent to which a subject "feels good", to increase quality of life, and to prevent recurrence of the disease, i.e., relapse. The main antidepressant drug groups, classified by their mechanism of action, are tricycle and similar antidepressants (TCA), selective serotonin reuptake inhibitors (SSRI), monoamine oxidase inhibitors (MAOI), and "atypical" antidepressants [5] [6] [7] .
The aim of this study was to determine whether unipolar depression patients undergoing the appropriate therapy have a poorer quality of life that healthy people, in what areas they suffer a poorer quality of life, and how certain socio-demographic characteristics and different therapies have on impact quality of life of these patients.
PATIENTS AND METHODS
Subjects
This study was conducted in July 2011 at the Psychiatric Clinic in Kragujevac by interviewing respondents to assess their quality of life. This study included 110 patients; the research group consisted of 55 patients suffering from unipolar depression, and the control group consisted of 55 healthy subjects. The groups were matched by sex, place of residence, age and marital status.
The research group included patients of both sexes, with ages of 24-78 years, who were diagnosed with unipolar depression and, therefore, had previous ambulance or hospital treatment. Patients were included who fulfilled the ICD-10 criteriathe, were classified as having a major depressive episode (F32.0, F32.1 and F32.2) and recurrent depressive disorder (F33.0, F33.1 and F33.2) without psychotic elements and who had been using antidepressant drugs for at least three months were included in the study. They are divided into two groups; the first group was of patients taking selective serotonin reuptake inhibitors (SSRI), and the second group was of patients using drugs from other groups of antidepressants.
We tested whether selective serotonin reuptake inhibitors were more effective in improving the quality of life of the patients than other antidepressants.
Statistics
The required number of patients was calculated using a calculator and based on a t-test with α = 0.05, β = 0.5 nd R = 0.8. We found that the minimum total sample size was 102, and the minimum number of participants per group was 51.
The two groups of patients were compared using the χ2 test. To obtain more valid results, it was essential that the two groups were as similar as possible. There were no statistically significant differences in socio-demographic characteristics between the two groups (all p values were >0.05).
A general questionnaire about the patient's general socio-demographic and therapeutic data in addition to the World Health Organization Quality of Life-Brief (WHO-QOL-BRIEF) scale, a short version of the WHOQOL-100, were used to obtain the necessary data. The WHOQOL-BRIEF is a questionnaire that contains 26 questions to determine quality of life in four domains: (a) physical health (activities, need for treatment, amount of energy, mobility, presence of pain, sleep quality and capacity to work associated with health), (b) psychological well-being (satisfaction with self-body image, presence of negative emotions and positive emotions, self-esteem, religiosity, spirituality, learning, memory and concentration), (c) social relationships (personal relationships, social support, and sexual activity) and (d) living conditions (financial resources, a feeling of freedom, physical safety, social and medical security, home environment and physical environment including pollution, noise, traffic and air transport). The answer to each question was scored from 1 to 5. Each domain is determined by the values of the relevant responses and then converted to new values using special tables [17] .
Thus, it allows comparison between the domains and the WHOQOL-100 scale.
Data obtained from the scale for assessing quality of life were statistically analysed using SPSS 18 for Windows. A χ2 test was used to compare certain quality of life variables between groups. The results were analysed using parametric t-tests and the nonparametric Mann-Whitney tests, depending on the presence of a normal distribution for each individual group.
RESULTS
The frequencies and percentages of the socio-demographic characteristics of subjects and the values of χ2 tests between the research and control groups are shown in Table 1 .
The subjects in the research group have used antidepressants from 3 months to 30 years.
Of the 55 patients, 34 (62%) had used selective serotonin reuptake inhibitors, where 7 used paroxetine (20 mg), 22 used sertraline (50 mg) and 5 patients used citalopram (20 mg P value 0.000*** 0.000*** 0.004** 0.000*** 0.000*** Twenty-one subjects in the research group had used drugs from other groups of antidepressants, where 13 (15%) had used venlafaxine (75mg, 150mg), 1 (2%) used mianserin (30 mg), 2 (4%) used trazodone (150mg) and 5 patients (11%) used mirtazapine (15mg).
The physical health, psychological (mental) health, social relations and living conditions scores for the research group (depressed patients) and the control group (healthy subjects) are presented in Table 2 .
Within the research group, the patients' quality of life was also analysed between the antidepressant therapies. In the research group, we tested whether the absence of a spouse further affected the quality of life.
DISCUSSION
There are several published studies with results similar to our findings. A study published in 1997 that compared quality of life between depressed patients and control subjects showed that depressed patients have generally lower scores and that scores do not depend on sex, age or other variables [8] .
This study showed that patients with unipolar depression generally have poorer scores in all quality of life domains compared with the healthy population ( Table 2) .
The most significant predictors of depression in a study that used the SF 36 scale with 89 subjects were two items: the assessment of mental health and the assessment of general health [9] .
In this study, we used the quality of life questionnaire issued by the World Health Organization. The lowest level of quality of life in depressed subjects from this study was in the domain of psychological well-being (38.69), although high statistical significance was also present in the areas of physical health, living conditions and overall quality of life. (Table 2) The six-month study examined quality of life associated with health and the impact of antidepressants on quality of life [10] .
This was a European observational study designed to assess the quality of life in 3468 adult patients with diagnosed episodes of depression before and after 3 or 6 weeks of treatment with antidepressants. In all groups of drug treatment, the greatest improvements occurred after 3 months of therapy. Another study dealt with the assessment of changes in depressive symptoms and monitoring quality of life during treatment with antidepressants [11] .
Eighty-seven patients were followed in that study during hospitalization and after hospital discharge. The researchers also used the World Health Organization Quality of Life scale. The results showed that there was an increase in quality of life and reduction of symptoms during therapy. However, more than half of the patients had 10 or more symptoms at discharge.
Because our study was a cross-sectional design, the improvement of quality of life after administered therapy could not be shown. Another limiting factor of our study was that most of the patients were not hospitalized therefore adherence to therapy could not be assessed.
Other limiting factors were a small sample size and usage of other drugs in addition to antidepressants that could affect quality of life.
Comparing the patient groups, there were no statistically significant differences in single domains or in overall quality of life between patients taking SSRIs and patients taking other antidepressants.
Other studies with depressed patients have shown that approximately 60% of the cases of depression were not receiving treatment for depression [12] . This is supported by a cohort study that was performed on patients with major depression for a period exceeding 9 months [13] . One hundred seventy-nine patients (mostly women, 73%), with an average age of 38 years were followed in that study. After 9 months, 42% of the patients still suffered from depression and 25% had complete remission, while only 9% were correctly treated with antidepressants. There was a statistically significant relationship at the beginning and after 9 months in terms of quality of life. This research showed poor quality of life among depressed patients, which suggests an inappropriate treatment of depression.
Although our study showed that quality of life was not affected by the type of antidepressant used, we did not compare quality of life between untreated depressive patients and those with antidepressants, which also could be a limitation of this study. A study that was conducted among 982 patients who did not use any antidepressants showed that quality of life is initially connected with depressive symptoms [14] . The primary care patients were followed at baseline and after 6 weeks, 3 months and 9 months. Patients who were diagnosed with depressive symptoms at baseline showed no improvement in any of the measures after nine months.
Our study included patients who were mostly female (65%), and 72% of the control patients were more than 50 years old; however, the results were not related to the patient's age. A study that dealt with the correlation between age, depressive symptoms and quality of life was conducted on 443 adults over 30 years of age [15] . Depression was negatively associated with quality of life in the psychological and social domains, but age was not.
The study also showed that environmental quality of life increased with age, whereas physical quality of life decreased.
Lots of studies have dealt with pain, depressive symptoms and quality of life. A study that was performed with premenopausal women examined quality of life and pain in women who were diagnosed with unipolar depression [16] . The results showed that premenopausal women experienced pain and had lower quality of life than controls, especially in the domains of emotional status and social well-being.
Another study that used a regression model was conducted among depressed women over 40 years of age and showed that both physical condition and severity of depression significantly influenced quality of life [17] . The intensity of depressive symptoms has been shown as the most important factor influencing quality of life. We can make the assumption that this study also demonstrates that depressive symptoms have great influence on quality of life. In our study, we did not analyse the effects of comorbidities, and the presence of other illness, especially of those associated with pain, can also affect quality of life.
A study that compared depressive symptoms and quality of life among patients with amyotrophic lateral sclerosis with the presence of pain dealt with that issue [18] . The results showed that depression scores significantly decreased quality of life, and that the effect remained significant after considering pain intensity as a covariate (p<0.05).
ALS patients with pain had lower quality of life and higher depressive symptoms than ALS patient without pain, but there was no significant difference between these two groups.
Our study compared quality of life between patients with unipolar depression that were treated in the Psychiatric Clinic in Kragujevac and healthy controls. A similar method was used and similar results were found in a study that was conducted among students in Turkey where the prevalence of depression was 21.8% [19] . Quality of life was lower in all domains among the students with depression compared to the students without depression. In terms of health-related quality of life, the students that presented with higher intensity of depressive symptoms obtained scores significantly lower in all domains and in general health-related quality of life in particular [20] .
In a study that used a multilevel regression model, the presence of depressive symptoms in women was associated with poorer physical health related to quality of life, whereas depressive symptoms in men were associated with a decrease in mental health-related quality of life [21] .
That study also showed that sex was not associated with quality of life, and quality of life was not different among students with and without an emotional partner.
CONCLUSION
A review of the literature revealed that unipolar depression leads to impairment in the quality of life in all areas. Our study has shown that patients with unipolar depression have a poorer quality of life than healthy individuals, especially in the domain of mental health. Selective serotonin reuptake inhibitors therapy was not more effective at improving quality of life in comparison with other antidepressants. The modern concept of protection and improvement of mental health defines the quality of life of mentally ill persons as one of primary goals, and this study supports that conclusion.
